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With improved neonatal resuscitation techniques a number of infants are now surviving only to develop vascular problems secondary to intravascular catheterisation, repeated venepuncture, or arterial blood sampling. Spontaneous thromboses are also more common in early life than in later childhood.' 2 Guidelines for the prevention, diagnosis, and treatment of blocked vessels in adult patients are not automatically applicable to the newborn. The size of the delicate vessels, the immature haemostatic mechanism, and the background of relative polycythaemia pose special problems.
Thromboembolic vessel obstruction may result in death or irreversible damage to an organ or limb. In addition to blockage of peripheral vessels,3 4thrombosis ofthe cerebral,5 pulmonary,6 7 coronary,8 9 renal,I0 and mesenteric arteries," is reported in the neonate.
Peripheral artery occlusion usually presents with a cold, pulseless, mottled, and discoloured limb. Obstruction of the central veins or arteries may be more difficult to recognise. Renal vein thrombosis, for example, does not always present with haematuria and an enlarged kidney, and thrombosis of the aorta may not disclose itself with congestive cardiac failure and ischaemia of the lower limbs.' association with radial,'9 femoral,0 pulmonary, and temporal artery22 lines, as well as with catheters into the jugular7 23 or femoral24 veins. Thrombi are also found when catheters are not used. A review of consecutive necropsies revealed a 4-5% incidence of thrombosis in uncatheterised cases, and an 11% incidence when intravascular catheters were used. 25 Increased blood viscosity is noted in the infants of smokers54 and diabetic mothers55 where sluggish maternal circulation may cause compensatory polycythaemia in the fetal blood. Small for dates babies are also prone to polycythaemia and in them this may be a response to chronic hypoxia as a result of placental insufficiency.50 Hyperviscosity adversely affects blood flow leading to a relative local hypoxia and acidosis which may prematurely trigger the coagulation system.56 Peripheral gangrene in a term infant with polycythaemia has been reported. 5 The risk of arterial and venous thrombosis is high in dehydrated infants, usually those with neonatal diarrhoea.4 33 The femoral and brachial-arteries in neonates are of a similar size to the digital vessels in adults where microsurgical replantation surgery is now routine. Even when thrombectomy from such vessels does not restore all pulses, the limb is often salvaged and the surgery may well improve access to the collateral circulation. In one recent case where persistent rethrombosis beset a surgical reconstruction in a preterm infant, the limb was salvaged using postoperative thrombolytic treatment. The litigation implications of vascular compromise should be acknowledged. Medical and nursing staff must be protected from blame when there was no negligence; but we must also protect a patient's right to compensation where the standard of care was unreasonable. Accurate documentation in the medical and nursing records of events in relation to arterial catheterisation is a basis for the fair assessment of claims.
Arterial catheterisation, including unsuccessful attempts, should be noted and the time recorded. The same applies to arterial punctures-timed information on the blood gas chart is acceptable provided the site of the arterial sample is given. When an arterial catheter is in use *a measurement of the adequacy of the circulation in the appropriate limb should be recorded at hourly intervals in the intensive care chart-for example, 'warm and pink'. Signs consistent with ischaemia should be recorded and timed. If, as a result, a catheter is removed then the time of removal must be noted. The progression or regression of ischaemic signs should be recorded along with the timing of any treatments.
In practice, a careful attitude towards documentation usually goes hand in hand with clinical vigilance and against this background avoidable vascular compromise is less likely to occur. 
